On examination, the patient was a stocky little man of healthy appearance. The conjunctivm were well injected. There was no lymphadenopathy. On the posterior surface of the left ulna, at the junction of its proximal and middle thirds, there was a diffuse, nontender, bony swelling showing none of the characteristics of acute inflammation. Temperature 97°F., pulse 6o/min., W.B.C. 6,500,'cu. mm., E.S.R. 6 mm., hr.
Examination of the locomotor and peripheral nervous systems revealed the following:
Upper Limbs. Right: Extreme wasting of thenar, hypothenar and interossei groups of muscles. There was no voluntary movement in these muscles. The wrist flexors showed normal power but only the flexors to the ulnar three fingers were functioning. Extension of the wrist was normal. Elbow and shoulder movements were normal. Left: The thenar, hypothenar and interossei groups of muscles were wasted but opposition of thumb and little finger was still possible. The third dorsal and palmar interossei had weak function. Wrist, elbow and shoulder movements were normal.
Lower Limbs. Normal motor power and sensation were noted. Reflexes were brisk and equal. Plantar reflexes were flexor on both sides. There was, in addition, a well-marked Horner's syndrome on the right side.
X-ray films of the left forearm, taken on admission, showed patchy decalcification with periostitis and the presence of a sequestrum in the shaft of the ulna.
A diagnosis of chronic, active osteomyelitis of the shaft of the ulna was made, and the presence of svringomelia was confirmed. Treatment and Progress On September 29, I960, under a general anesthetic, the ulna was approached by a longitudinal incision over the bone. The lesion was exposed and thoroughly saucerized. The bone fragments and sequestrum, with some thick creamy pus, were sent to the bacteriologist. After operation, the limb was immobilized in an aboveelbow plaster. Crystalline penicillin, 0.5 mega units b.d., was given intramuscularly for seven days.
Bacteriology: a profuse growth of coagulase-positive Staphylococcus aureus highly sensitive to penicillin.
The patient was discharged home on January 5, I960, and three weeks later the plaster was removed because of the patient's inability to use the opposite limb. Radiographs taken at intervals showed progressive regeneration of the ulna. Those on December 7, I960, showed an almost complete return to normal contour. The wound healed rapidly, although a sero-sanguinous, bacteriologically sterile discharge was apparent for a few days.
Discussion
There seems to be little likelihood that this patient's ulnar lesion was due to haematogenous spread from a distant focus of infection, but rather to be consequent upon an acute cellulitis in the forearm. It is unlikely that spread of infection to bone occurred directly, in the absence of abscess formation in association with cellulitis. A superficial cellulitis may destroy, in fibrosis, the lymphatics coursing proximally as a subcutaneous plexus, with the result that inflammatory products and viable organisms are carried into a deeper plane, and by retrograde flow into bone.
It may be suggested that the coincident syringomyelia may have predisposed to the superficial skin infection and the resultant osteomyelitis. That this may be so in the hand and fingers is undoubted, but in this patient's case the left upper limb was less involved than the right, and the forearm itself had normal sensation. Indeed there is no reference in the literature of the past io years to osteomyelitis of the ulna occurring as a complication of, or in association with, syringomyelia.
I am grateful to M\Ir. J. H. S. Scott for his permission to publish the dctails of this case.
